Objectives: Rowe and Kahn's concept of successful aging remains an important model of well-being; additional research is needed, however, to identify how economically and socially disadvantaged older adults experience well-being, including the role of life events. The findings presented here help address this gap by examining the subjective construction of well-being among urban African American adults (age ≥ 50) with Type 2 diabetes. Method: As part of the National Institute on Aging-funded Subjective Experience of Diabetes among Urban Older Adults study, ethnographers interviewed African American older adults with diabetes (n = 41) using an adaptation of the McGill Illness Narrative Interview. Data were coded using an inductively derived codebook. Codes related to aging, disease prognosis, and "worldview" were thematically analyzed to identify constructions of well-being. Results: Participants evaluate their well-being through comparisons to the past and to the illnesses of friends and family. Diabetes self-care motivates social engagement and care of others. At times, distrust of medical institutions means wellbeing also is established through nonadherence to suggested biomedical treatment. Discussion: Hardship and illness in participants' lives frame their diabetes experience and notions of well-being. Providers need to be aware of the social, economic, and political lenses shaping diabetes self-management and subjective well-being.
. Furthermore, diabetes is disproportionately prevalent among ethnic minorities, with African Americans in particular carrying elevated risks of both diabetes and its secondary complications (Department of Health and Human Services Office of Minority Health, 2015) . Socioeconomic, neighborhood, and health care contexts contribute to diabetes vulnerability (Brown et al., 2004) . Thus, this study of urban older African Americans with diabetes provides a window into how well-being is lived and experienced in the context of a wide-spread, structurally rooted, and burdensome disease.
African Americans and Diabetes Disparities
Diabetes is found across all ethnic groups, with the prevalence rates among minorities far exceeding those of nonHispanic Whites. The prevalence rate among African Americans is 21.8%. The rates for Hispanic and AsianAmerican populations are 22.6% and 20.6%, respectively. By contrast, the prevalence rate for non-Hispanic Whites is 11.3% (Menke et al., 2015) . African Americans with diabetes also experience poorer hypertension (Lynch et al., 2014) and glucose control (de Rekeneire et al., 2003) , and have a heightened risk of secondary conditions such as end stage renal disease, blindness, and amputations (Department of Health and Human Services Office of Minority Health, 2015) . African Americans also are less likely to receive limb-saving procedures than are their White counter-parts (Eslami, Zayaruzny, & Fitzgerald, 2007) .
Efforts to explain these disparities increasingly point to the complex role of social-structural factors. Socioeconomic status (SES), particularly income, is inversely associated with diabetes among African Americans (Sims et al., 2011) . Neighborhood-level research on African American women found that neighborhood SES and diabetes also are inversely correlated (Krishnan, Cozier, Rosenberg, & Palmer, 2010) . This relationship was largely mediated by body mass index (BMI), a leading risk factor for diabetes, but importantly, the relationship between diabetes and neighborhood SES existed across all BMI levels. The Jackson Heart Study showed a similar association between elevated fasting glucose and both perceived safety and perceived neighborhood disadvantage (the index of disadvantage was based on 10 measures, including level of poverty, household composition, and percent car ownership; Clark et al., 2013) .
The impact of neighborhood structure on diabetes risk is further confirmed by the large scale Multiethnic Study of Atherosclerosis which suggests that community availability of resources for physical activity (e.g., walkability) and fresh food is associated with diabetes across urban settings for all races (Auchincloss et al., 2009; Christine et al., 2015) . Consistent with these findings, other research shows among African-American women with diabetes, perceptions of barriers to physical activity are associated with lower physical activity (Komar-Samardzija, Braun, Keithley, & Quinn, 2012).
Long-standing, systematic racist policies and practices have led to the concentration of deleterious conditions such as crime, poor walking spaces, and high fast food density in African American neighborhoods (Kaufman, Cooper, & McGee, 1997; Williams & Jackson, 2005) . Diabetes disparities must be recognized not simply as the product of lifestyle variation but rather, for many, as the embodiment of public policies and personal histories of social disadvantage. Indeed, the growing literature on cumulative disadvantage suggests that the absence of social, economic, and health care resources negatively affects the entire life course trajectory (Dannefer, 2003) . Rowe and Kahn (1997, p. 433) refer to successful aging as the "low probability of disease and disease-related disability, high cognitive and physical functional capacity, and active engagement with life." The concept of successful aging importantly challenges previously accepted views that declines of some kind are intrinsic to aging and highlights the roles that individuals can play in the aging process. However, as is the case with diabetes, structural factors impact disease vulnerability, making it difficult for many, especially minority older adults, to achieve the model's definition of success (Bülow & Söderqvist, 2014; Holstein & Minkler, 2003; Lamb, 2014; Riley, 1998; . Noting the multilevel forces influencing aging, Rowe and Kahn (2015) call for continued exploration of the social processes shaping aging over the life course.
Successful Aging and African Americans
Growing evidence also demonstrates the lived experience of successful aging varies greatly across populations (Chavez, Camozzoato, Eizirik, & Kaye, 2009; Duay & Brian, 2006; McCann Mortimer, Ward, & Winefield, 2008; Nguyen & Seal, 2014; Torres & Hammarstrom, 2009) . For diverse and nonheteronormative populations, successful aging often rests on the negotiation of conflicting cultural expectations and identities (Fabbre, 2015; Woody, 2014) . Others highlight that multidimensional forms of spirituality (Crowther, Parker, Achenbaum, Larimore, & Koenig, 2002; Hilton, Gonzalez, Saleh, Maitoza, & Anngela-Cole, 2012) , resilience (Wiles, Wild, Kerse, & Allen, 2012) , and generativity (Rubinstein, Girling, de Medeiros, Brazda, & Hannum, 2015) critically inform well-being. Cognitive framing and adaptation likewise shape the experience of aging (Baltes & Baltes, 1990; Romo et al., 2013) . Exploring these socially constructed variables helps to illuminate how success in aging can be conjointly experienced with challenging life circumstances, illness, and/or disability.
Looking specifically at studies involving African Americans, older African Americans associate successful aging with independence, spirituality (Troutman, Nies, & Bentley, 2011) , adaptation to one's current status, and overcoming adversity (Troutman-Jordan, Nies, & Davis, 2013) . Additionally, many African American women see the "strong black woman archetype" as epitomizing successful aging (Baker et al., 2015) . Social engagement grounded in generativity represents an additional component of successful aging for working African American women (Versey & Newton, 2013) .
Together, these literatures suggest that sociocultural contexts sculpt both the meaning of and social "pathways" (Versey & Newton, 2013) to successful aging. Yet, as Baker and colleagues (2015) note in discussing African American women, gaps remain in gerontology's understanding of how those who are heavily marginalized assess their own aging. This study seeks to address this gap in part by examining how urban African American older adults (age ≥ 50) experience well-being in the context of diabetes and inequality. This study explores how African American men and women understand their well-being through past experience and social comparisons, and the ways that diabetes management serves as a mechanism for generative action. The study also examines how moral questions surrounding control of the body and the ethics of the medical industry impact the role of treatment adherence in the establishment of well-being.
Methods
Data for this analysis are drawn from in-person ethnographic interviews with African Americans living with diabetes in Baltimore City. The interviews are part of the Subjective Experience of Diabetes among Urban Older Adults study (hereafter Diabetes Study), a multiyear qualitative National Institute on Aging-funded project exploring subjective understandings of diabetes among male and female African American and non-Hispanic White older adults (age ≥ 50). Although the entire study had a total sample of 83 older adults, this analysis focuses specifically on interviews with African Americans (n = 41) in order to explore their collective and heterogeneous experiences. The analysis is positioned on the experience of African Americans in order to address the call to understand successful aging among marginalized groups (Baker et al., 2015; Troutman et al., 2011) .
The Diabetes Study's convenience sample was recruited from a longitudinal, epidemiological study of health disparities in Baltimore (Evans et al., 2010) . By recruiting through this large epidemiological project, the sample is drawn from a community population with the inclusion criteria of a clinical diabetes diagnosis, age ≥50, and exclusion criteria of major cognitive impairment. Participants were notified of the study opportunity via a letter. The epidemiological study's staff followed up with eligible participants via phone calls or during their scheduled appointments. The study's goal was to recruit 20 male and 20 female African Americans. Due to difficulties in recruiting men, women were oversampled, yielding a final sample of 26 African American women and 15 African American men.
Interviews averaged 100 min and were held either in the participant's home or in a public setting of the participant's choice. Because racial concordance has been shown to increase rapport and validity (Oakley, 1981 ) the ethnicity of the ethnographer and interviewee corresponded whenever possible. Participants completed the consent process prior to the interview. At the end of each interview, the participant received a $50 cash honorarium for participation. All names used here are pseudonyms; unique personal details and locations also are altered to protect identities further. The diabetes study was approved by the UMBC Institutional Review Board.
The interview guide is modeled upon the well-established McGill Illness Narrative Interview (MINI) (Groleau, Young, & Kirmayer, 2006) . The MINI explores the lived illness experience, including prognosis, etiology, and treatment beliefs as they are situated within social and cultural contexts (Kleinman, 1980) . With the exception of short demographic questions (e.g., age, income, education, years in Baltimore) the interview guide was not delivered verbatim; rather, the interview session was an open exchange in which the participant could move across topics naturally, with the ethnographer gently probing on key areas of interest.
For example, the interview begins with a "grand tour" question, "please tell me about your diabetes" (Miller & Crabtree, 2004) . Some subsequent questions were broad, "What does it mean to be healthy?" Follow up questions were specific when needed in order to address items not covered in the discussion, for example, "how would you describe your diet." Ethnographers probed for clarification and deeper understanding of context, listening carefully for responses that were inferential as well as referential. The interviews were audio-recorded and professionally transcribed. Study staff then reviewed the audio and transcript for accuracy, corrected errors, and de-identified the transcript. Ethnographers wrote fieldnotes after each interview to capture details of the participant's home, neighborhood, and interview interactions.
Analysis
The study's qualitative analysis initiated with the development of an inductively derived codebook. First, the full research team analyzed a selection of transcripts (n = 8) line by line to identify an initial set of codes. Next, team members read and discussed additional transcripts in order to identify new codes and test established codes until pattern saturation was reached (n = 20; Saldana, 2016) . The final codebook contained 40 codes. Coding proceeded with rotating teams of two: each team member independently coded the same transcript line by line in ATLAS.ti, a qualitative data management program. Then, the two coders met in-person to reconcile the coding. Any unresolved coding discrepancies within code teams were brought to project meetings for resolution. This systematic process of dual coding among rotating teams, comparison, and group discussion is designed to reduce bias and provides an important validity check (Bernard & Ryan, 2010) .
Once data were coded, the narrative analysis involved the study team engaging in close-reading of the coded narrative, identifying themes, and confirming saliency through additional readings of entire transcripts and fieldnotes, and through consultations with the ethnographers (Luborsky, 1994; Miles & Huberman, 1994) . As a validity check, team members actively sought confirming and disconfirming evidence throughout this process (Bernard & Ryan, 2010) . Themes that recurred regularly confirmed original observation (Strauss & Corbin, 1990) .
For this analysis, three codes were selected to explore patterns the team had begun to identify: (a) age/aging (perceptions of aging process, one's own aging, others' aging), (b) diabetes prognosis (physical and emotional well-being with respect to diabetes; short and long term expectations), and (c) worldview (understanding of how the world works, impact of social structures on disease). The narrative captured within these codes provides insight into how participants understand aging and well-being in the context of diabetes, and the surrounding structural forces. Pulling together all instances of narrative for these codes resulted in 474 pages of text that the team closely read and discussed.
We found the key concepts emerging from across these codes grouped into three broad themes related to (a) social comparisons, (b) self-care, and (c) nonadherence to biomedical treatment, which are used to organize the results below. The participants and the quotes featured in each section were purposefully selected as they illustrate the range of experiences surrounding each theme most effectively. The demographic questions were analyzed with descriptive statistics using SPSS Statistics 21.
Participant Demographics
All participants in this analysis (n = 41) had Type 2 diabetes and self-defined as African American. Demographic information is provided in Table 1 . Participants' mean age was 61.6 (SD 5.6 years) and 63.4% were female. Monthly mean income was $1,804 (SD $1,451); mean education was 12.3 school years (SD 1.9). Participants were long-standing Baltimore residents, with the majority having lived in the city for over 35 years. Diabetes was well established in participants' lives: all but three reported having had diabetes for five or more years.
Results
For all participants, diabetes demanded daily attention and was but one of multiple health conditions they experienced. Nonetheless, three themes emerged from the team's iterative analytical process regarding well-being in the context of diabetes: a) comparative blessings, b) self-care for others, and c) well-being in nonadherence. In addition, across these themes are subthemes of one's personal responsibility for one's diabetes management and of gratitude, particularly to God. Each of these themes is discussed below.
Comparative Blessings
Participants invoked comparisons to their own past or to other persons as evidence of doing well, despite the challenges presented by their health. By linking their current state to overcoming addiction, for example, or by avoiding the troubles they see others encounter, they are victorious.
"John," age 57, first tried heroin and cocaine in his late teens and continued using as he played professional sports. He elaborated, "I wish I had never picked up on it. That was one high I chased for 20 years." John described not caring about his health or about others as he sought adventure: John was pursuing an education degree at the time of the interview. He found great satisfaction in school life and in managing his diabetes by eating well. This was difficult on his tight budget (his yearly household income is less than $30,000), but he looked for creative solutions, for example, making his own healthy snacks. Exercise was challenging given his school schedule, but he knew he needed to "take the initiative and do it myself." His optimism is clear.
Yet, John was taking 17 pills a day for diabetes, hypertension, hyperlipidemia, chronic pain, and depression; to pay tuition he has delayed seeking medical care. John lived with his mother, who also has diabetes. John characterized their neighborhood at the edge of the city as one of "drugs" and "young people." Thus, John's life circumstances do not meet a measure of "successful aging" as remaining diseasefree and independent. Nonetheless, to have risen from the "pits," where his health was not a concern, having now a Note: a n = 39, data unavailable for 2 participants.
purpose and commitment to helping others is a triumph for him. He notes, "I just try to live a healthy lifestyle. Every day is not a good day but every day is better than yesterday." "Cathy," 58, measures her well-being by the status of her co-morbidities and the course of diabetes within her social sphere. Cathy is a 5-year survivor of ovarian cancer and finds the stairs of her row home very painful to climb, in part due to her heavy weight. She described losing family members in short succession a few years ago, and shared about a traumatic fire and separate robbery that "terrified" her. Cathy has since moved to a two-story row house she rents on her monthly household income of $700. She would like a single-story apartment, but stays for now to be near her grandchildren.
A major concern for Cathy is raising her grandchildren to "respect" so they are well prepared for adulthood and working with "the white man." She states that if a grandchild were to go to jail, "I'll be dead." In contrast to John, Cathy states she eats anything she wants, does not take her diabetes medication consistently, and is unable to exercise because of her weight and surgeries. Cathy described her diabetes as, "mine is fine. I don't have diabetes as bad as them, you know, like I say they get, they had limbs cut off, you know, insulin, dialysis machine." Although frightened of her cancer returning, she finds reassurance by comparing herself to those whose fate she feels is much worse and a sense of purpose in preparing her grandchildren for adulthood in a racist world.
Participants also developed positive assessments of their health via upward comparisons. "Vivian," 62, described her diabetes as stemming from her diet and weight gain while working a stressful job with long hours, followed by the death of her son in a car accident. Although noting how much her family loves them, she now stays away from the corner store's chicken boxes and sodas. Vivian also attributes her accompanying hypertension to her neighborhood, "I'm upset all the time. The city is upsetting." Over the course of her interview she discussed her anger with the jailing of young African American men, the poor quality of schools, and the lack of green space and affordable groceries in the city compared with the suburbs.
However, knowing friends who have lost weight and regained energy by replacing "junk" with vegetable smoothies prompts Vivian's belief in her ability to lose weight:
[my friend] was saying that she feels 100 percent better, got better energy and everything without eating that junk, sodas and everything and I said 'hey, here I come'.
That her mother and sisters do not have diabetes further propels Vivian to believe she can master diabetes. Thus, having a sense of one's past and seeing the trajectories of others provides a foundation for establishing a sense of well-being in the context of both diabetes and structural inequity.
Self-Care for Others
Diabetes self-management revolves around diet, physical activity, and blood glucose monitoring. Participants' narratives incorporate explicit statements of personal responsibility for these activities, but notably, the end goal is giving to others. For example, "Lavern," 58, believes that since diabetes has no cure, "I must be the cure." Lavern's parents both had diabetes; her mother, grandmother, and aunts all died very young. She, in turn, is committed to "living right" noting, "Somebody else died from diabetes, it doesn't mean that I have to die from it." Lavern watches her diet and exercises, which includes walking and visiting the gym with her grandson. Her actions, however, are aimed at her family: she is the "promoter of healthy food" and exercise encourager:
I'm the one that will go with that 20-year-old [grandson] around [the longer route of the city park]. I'm the one that stresses that these are the things that need to be done in spite of [diabetes] . Come on now, come on now! You just can't allow stuff to be spoke into your life and then you sit down and do just what you're doing and die. You can't do that.
Thus, Lavern, who also suffers from debilitating lupus, will never be illness-or even pain-free, but locates well-being in familial generativity , that is, in breaking the cycle of premature death for her children and grandchildren. Lavern relayed being moved at a recent family gathering during which family members credited her with being the family "glue," and making them who they are. John and Vivian (described earlier), similar to Lavern, center their diabetes management on generative action. John chose to study education in order to help people learn from his experiences as a former drug user. He actively joins his responsibility for his health and generative action: Vivian likewise roots a positive state of being with giving back to both family and the community:
If I didn't have diabetes I think I would be in perfect health because I still feel good about myself, you know, and I got these blessed grandchildren from 16 to 0. I definitely got something to live for. Yeah, you know, so I might be out there helping other people. I want to help some of these sisters here.
Vivian is custodian of her deceased son's children and wishes to start providing education classes in her home for neighborhood women who are at risk for diabetes.
Well-Being in Nonadherence
While the participants described earlier represent the voices of those who pursued well-being through traditional diabetes self-management plans involving diet, exercise, and medication, others in the sample were deeply skeptical of the medical and pharmaceutical industries. To this group of participants, well-being was found in rejecting providers' recommendations, often from a sense of self-preservation and an ethical responsibility.
"JoAnn," 61, said she is "dealing with the diabetes" with metformin. On her own accord she stopped taking all of her other prescriptions except aspirin. This included medications for cholesterol, hypertension, nerve pain, and her kidneys. She noted how God had helped her through: I used to be fantastic and blessed, now I'm magnificent and blessed because He has brought me through and He is bringing me through every day. With not having to take that medication. See, to me it's all about money. I know my body and I know how I am without that stuff. I've experienced stuff with my body, girl, taking medication.
JoAnn was emphatic that she has a responsibility to follow what she feels is right for her body: "I am not a guinea pig, I am not the one. God said I don't have to take this." She stressed throughout the interview that with medication, "I did not feel in control." Further contributing to her decision to stop her medications was her doubts regarding her doctor's underlying motivation:
He wanted to help me but the thing was what he was giving me wasn't helping me; it was helping him more so than myself. Because with medication, the more you push, they [doctors] get kickback for it-so it's all about the money. "Abraham," 67, is similarly concerned about the financial conflict of interest in diabetes treatment after paying for multiple office visits as follow up on diabetes-related foot surgery. He is especially troubled by the lack of accountability:
But who can you complain to? And that throws you at a disadvantage and that's something else that, uh, becomes stressful, no place to turn, nobody really to approach about the situation; everybody is out there to protect their own job.
When the ethnographer responded that the situation was "unfortunate," he replied that it was "not only unfortunate, but unethical." Abraham, like JoAnn, believes that he knows what is best for his body, indicating he avoids his doctors, and will "fuss them out." He explains, "above all things, I don't know, I don't need nobody tell me what's right or what's wrong. I got sense enough to know these things. I mean it might not be right for you but it's right for me." Abraham also followed the news closely, and spoke about recent treatment delays at Veterans Administration hospitals. Such stories confirmed his suspicions of the guards of the "henhouse." Thus, for Abraham and JoAnn the path to well-being is marked by resisting treatment from a seemingly corrupt medical system.
Cross-Cutting Themes: Spirituality and Personal Responsibility
Within each of the themes above participants repeatedly invoke God in describing their well-being. Participants describe being "blessed" in their health, their relationships with family, and their ability to control diabetes. This is consistent with the existing literature noting the importance of spirituality as a component of successful aging among African Americans (Troutman-Jordan et al., 2013) .
Also found across the themes are clear assertions of personal responsibility for their diabetes management. Participants actively seek to create well-being through individual diet and exercise practices, through education and cultural practices of caregiving, and through asking difficult questions regarding the ethics of local medical care.
Discussion
The conceptualization of successful aging as a multidimensional, modifiable process (Rowe & Kahn, 1987 , 1997 , 2015 has had an important influence on gerontology over the past 30 years. However, in this era of increasing chronic conditions, an era in which researchers estimate one in three adults has diabetes (Menke et al., 2015) , with minorities carrying a higher incidence, greater understanding of the construction of successful aging in the context of disease and other aspects of social inequality is needed. As noted at the outset, this analysis focuses on subjective wellbeing as one dimension of successful aging (Strawbridge et al., 2002) . This examination of African Americans' experiences with diabetes reveals a lived experience of well-being that is culturally contingent and imbued with structural inequality. Participants' narratives are laden with experiences of disadvantage in the form of addiction, loss of loved ones, and multiple chronic conditions. Yet, many of the older African Americans in the sample exude resiliency. Participants attribute their own resiliency to the call to generative action, a sense of personal responsibility, and self-knowledge of the body's needs. In turn these traits are "blessings" from God.
Participants' sense of achieving well-being by managing diabetes in order to then help others is consistent with Kahn's (1987, 1997) suggestion that successful aging involves social engagement. However, participants' social engagement is not the manifestation of an internal self-betterment project; rather participants are engaging in generative action in response to inequities (Black & Rubinstein, 2009 ), for example, by seeking to end the next generation's vulnerability to chronic illness. Their approach to well-being builds on long traditions of social support exchange as a means of coping with discrimination among African Americans (Stack, 1997) . Similar strong feelings of social responsibility in the face of institutional and interpersonal bias have also been found to guide intergenerational interactions in low-income urban neighborhoods (Newman, 2003) .
Additionally, the findings are consistent with social comparison theory and research suggesting downward comparisons can be self-affirming (Krizan & Gibbons, 2014; Romo et al., 2013; Sherrard, 1994) . That participants' illness histories routinely incorporate family, friends, and church members with multiple severe health problems also illuminates that a subtle but alarming impact of structural inequality is the prevalence of challenging illnesses that serve as a basis for downward comparisons. It is well established how narratives are an essential way in which persons make sense of their lives (Levy & Hollan, 2015) . Here, the meaning of disease is placed into the multiple layers of past and present illness and suffering of everyday life; also occurring is a process in which individuals are constructing a life course and connecting the events within it.
Finally, across the results participants strive to maintain agency and control over their bodies as a form of well-being. Ironically, one criticism of the Successful Aging model is that it overemphasizes personal agency (Holstein & Minkler, 2003) , but the participants here embrace this neoliberal doctrine with statements including, "I am the cure." Yet, how personal responsibility leads to well-being and then to successful aging varies within the sample. For some participants, their reliance on themselves is expressed through efforts to watch their diet and exercise. Others, though, challenge the health care system they perceive as corrupt and racist. Thus, well-being can also mean a politically driven self-management centered on resisting biomedicine. Providers must recognize that in such cases patient noncompliance cannot simply be addressed with diabetes education, but rather they must take seriously participants' concerns regarding the ethics of diabetes care. Patientcentered approaches are critical in order to address the variability in patients' meanings of well-being.
Limitations/Future Research Directions
With this study's small sample, the generalizability of the findings across diverse populations is limited. However, the goal of rich qualitative research is not to make generalizations but to challenge them (Davies, 1999) . The sample is drawn from Baltimore, a mid-sized city that shares similar concentrations of poverty, racial segregation, and losses in manufacturing to other cities in the mid-Atlantic region. Additional studies are needed to understand the experiences of minorities in larger urban as well as more rural areas. Future research could extend these findings by identifying the construction of well-being among other high risk ethnic groups, such as Hispanic Americans and Native Americans.
Conclusion
This study of urban older adult African Americans with diabetes reveals constructions of well-being that are rooted in the challenges accumulating across the life course and demonstrated through generative action. These findings provide further support for arguments that successful aging is a cultural construct heavily informed by the socioeconomic and cultural contexts experienced over time (Baker et al., 2015; Lamb, 2014) . The data presented here additionally reveal that the prevalence of suffering across participants' social networks facilitates downward social comparisons that, at times, guide participants to overestimate their physical health and well-being. This process of social comparison represents a dangerous secondary effect of the concentration of disadvantage (Williams & Jackson, 2005) . Furthermore, the findings suggest that contexts characterized by structural inequity also lead to multiple interpretations of how to enact personal responsibility for well-being which must be recognized in diabetes management plans.
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